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BUDGET  

NEW  AS  TO  

DEPARTMENT OF HEALTH AND HUMANSERVICES 
HEALTH CAREfinancing ADMINISTRATION 

TRANSMITTAL AND NOTICEOF APPROVAL OF 
,"-> STATE PLAN MATERIAL 

~ ,) HEALTH CAREFINANCINGADMINISTRATION 
.--,, 

TO: REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENTOF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL(Check One): 

0NEWPLAN CONSIDEREDSTATE BEAMENDMENT PLAN 

FORMAPPROVED
OMB NO.09380193 

1. t r a n s m i t t a l  NUMBER: 2. STATE: 

L' :?u - Lc- fJ pii; 

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 
SECURITY ACT (MEDICAID) 

4. 	 PROPOSED EFFECTIVE DATE 

October 1, ;;G<t$ 

0 AMENDMENT 

COMPLETE BLOCKS 6 THRU10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment) 
FEDERAL STATUTe/REGULATION6. CITATION: 17. FEDERAL IMPACT: 

a. FFY-7- 3 f - g ~ )  -I $n 
Social. Szcuri  c y  4ct. n'ji";(a) b. FFY %î fi)l-?Or+') $ 0 

8. PAGE NUMBEROF THE PLAN SECTIONOR a t t a c h m e n t  9. PAGE NUMBEROF THE SUPERSEDEDPIAN SECTION 

FORM (07-92) Instructions on BackHCFA-179 


